Introduction
COPD is a common and complicated airway disorder which has become the fourth leading cause of death worldwide. The multi-system involvement of COPD may result in impaired exercise capacity, poor health-related quality of life, and mental problems, including depression and anxiety. [1] [2] [3] [4] For COPD patients, pulmonary rehabilitation has been shown to improve symptoms, exercise tolerance, and well-being. Among diverse approaches to pulmonary rehabilitation, cycle ergometer training (CET) may optimally enhance the quadriceps muscle functions, significantly improve exercise performance, dyspnea, and quality of life, and therefore has been accepted as an important part of pulmonary rehabilitation. 4 Apart from CET, studies also confirmed that inspiratory muscle training (IMT) may increase inspiratory muscle strength and reduce the severity of dyspnea in COPD patients. 5, 6 Despite the beneficial effects of IMT on inspiratory muscle strength and endurance, its additional benefits on exercise performance and quality of life did not seem to be significant. 7 As such, future studies in COPD patients should focus specifically on the effect of IMT or IMT + other rehabilitative interventions compared to other IMT-excluded rehabilitations for outcome assessments. Unfortunately, due to the limited sample sizes and mixed conclusions of previous studies, the benefit of IMT in pulmonary rehabilitation when given as an adjunct to CET remains unclear. [7] [8] [9] [10] [11] Furthermore, in these published studies, a comprehensive outcome assessment approach for the combined training has rarely been performed, which should ideally account for more parameters such as fat-free mass index (FFMI), body mass index (BMI), airflow obstruction, dyspnea, and exercise capacity index (BODE), depression and anxiety, COPD Assessment Test (CAT), modified Medical Research Council (mMRC), and St George's Respiratory Questionnaire (SGRQ) rather than merely focus on the resultant benefits for muscle function and exercise endurance. In light of the reference to pulmonary rehabilitation as a comprehensive intervention by the American Thoracic Society/European Respiratory Society (ATS/ERS 2013) statement, 4 we speculated that a comprehensive approach would be much more worthwhile when evaluating the effects of rehabilitation in COPD patients.
Given that both CET and IMT may be therapeutically beneficial for post-clinical COPD patients in whom damage to the quadriceps muscles and inspiratory muscles is associated with poor exercise performance and life quality, 12 we hypothesized that a combination of the two may improve the outcome of pulmonary rehabilitation. The aim of this study was to comprehensively evaluate whether CET + IMT would lead to additional benefits compared with CET alone in COPD patients. In addition, the effect of pulmonary rehabilitation was compared between patients with and without respiratory muscle weakness.
Materials and methods study design
This was a prospective randomized controlled study conducted in a rehabilitation center at Zhujiang Hospital affiliated to Southern Medical University (Guangzhou, China) between April 1, 2015 and October 1, 2015. Reporting of this study was in accordance with the Consolidated Standard of Reporting Trials (CONSORT) statement. 13 The study protocol rigorously followed the Declaration of Helsinki and Committee on Publication Ethics (COPE) guidelines, and was approved by the Ethics Committee of Zhujiang Hospital, Southern Medical University. All participants in this study signed a written informed consent. Prior to the start of this trial, the study protocol was registered online (register ClinicalTrials.gov, number: NCT02285400).
recruitment of patients
The inclusion criteria were: age .40 years; diagnosis of stable COPD based on the Global Initiative for Chronic Obstructive Lung Disease (GOLD) guidelines; 1 and no participation in any pulmonary rehabilitation program in the previous 2 months. To be included in this study, the participants had to be able to understand the investigator's instructions and complete the tests required in the study. Patients were excluded if they had acute or chronic airway diseases other than COPD, cardiovascular disorders (such as acute coronary syndrome), metabolic conditions (such as diabetes or hyperthyroidism), or other health problems that would interfere with exercise performance or the testing procedures. 
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CeT + IMT -modest benefit compared with CET alone Potentially eligible patients were recruited from the outpatient clinic of Southern Medical University Zhujiang Hospital. They were informed about the aim and procedure of this study. Within a half-year run-in period, we approached 261 consecutive patients with COPD, of whom 121 met our inclusion criteria and all were instructed to do a 30-minute free walk on the exercise area of our rehabilitation center three times weekly. During this period, the patients were allowed to quit and exit the study. Regular medication for COPD based on GOLD guidelines was also allowed during this period and throughout the study. At the end of the run-in period, 81 eligible patients remaining on free walk (16 females and 65 males; mean age 70.32±5.878 years) were enrolled in the trial. These 81 patients were randomized into three groups (CET + IMT group, CET group, and control group) using computer-generated random numbers at a 1:1:1 allocation ratio. The randomization and allocation was completed independently by a research nurse according to a random number sealed in opaque envelopes.
study interventions
The CET group received 8 weeks of CET alone, and the combined training group received 8 weeks of CET + IMT. The control group received 8 weeks of free walking as in the run-in period. All training was performed under the supervision of an experienced respiratory therapist. Throughout the study period, these subjects were on a standardized diet as prepared and guided by a designated dietitian according to the previous nutritional statement. 14 Patients in the CET group received 30-minute CET three times per week for 8 weeks. The CET was performed on an electromechanically braked cycle (model E100 P/K, Cosmed, Rome, Italy) in our rehabilitation center. The exercise intensity threshold in the lower limbs was calculated as 70% maximal oxygen consumption (VO 2max ) during cardiopulmonary exercise testing (CPET). Interval training protocol was used whereby patients performed three workout sets, each 10 minutes in duration and separated by 3-to 5-minute rest intervals of unloaded cycling. 15 The training workload was evaluated weekly. We selected loads that patients described as "somewhat hard", ie, graded 12-14 on the Rating of Perceived Exertion (RPE) scale. 16 Patients in the combined training group received 30-minute CET and 14-minute IMT three times per week for 8 weeks. The training sessions were separated such that the patients performed CET first as described previously, and then IMT after a 30-minute rest period from the end of CET. The IMT was given with a threshold-loaded IMT device (model HS730, Philips, Amsterdam, the Netherlands). Training was initiated at an intensity that was 30% of maximal inspiratory pressure (PI max ) and had been tested with a digital manometer. Interval training protocol was used whereby patients performed seven workout sets, each 2 minutes in duration, separated by rest intervals lasting 1 minute. 5 The training load was adjusted weekly: the load was increased while maintaining an RPE grade of 12-14. Patients in the control group completed a 30-minute free walk three times per week on the playground of the rehabilitation center, for 8 more weeks. As in the run-in period, there was no requirement for speed and distance. The patients were free to stop for a while if they felt uncomfortable due to dyspnea or fatigue, and go on walking when the symptoms subsided.
The severity of dyspnea was evaluated during exercise using the Borg scale. 17 Before the exercises, the Borg scale was explained to patients. To ensure patient safety and to guide the adjustment of training load, we monitored the following indicators during the training sessions to make sure that they were within permissible ranges: heart rate (HR) , maximum HR obtained by CPET or 90% of predicted maximum (calculated as 90% × [220 -age in years]); pulse oxygen saturation (SPO 2 ) $85%; blood pressure (BP) #200/100 mmHg; Borg scale #5; RPE grade ,15 (tired). When any of these indicators exceeded the permissible range, the training session was suspended immediately, and the patient was instructed to have a rest and further evaluated by a physician for the need to terminate the training of the day or receive medications before proceeding with training.
Outcome measures
A comprehensive assessment of pulmonary rehabilitation was performed based on respiratory muscle strength, exercise capacity, pulmonary function, symptoms, nutritional status, mental status, and quality of life, using a number of measures closely relevant to COPD as described in the following paragraphs. The primary outcome measures were respiratory muscle strength and exercise capacity. The secondary outcome measures were pulmonary function, symptoms, nutritional status, mental status, and quality of life. All tests were conducted by an experienced respiratory therapist who was blinded to the study protocol. All these data were measured or recorded prior to the start (baseline) and within 2 days after the end of the study intervention.
Respiratory muscle strength
Respiratory muscle strength was determined according to PI max and maximal expiratory pressure (PE max ) using a digital manometer (AZ-8205; AZ Instruments, Taichung 
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Wang et al City, Taiwan). The testing procedures were performed in adherence with the ATS/ERS standardization protocols. 18 Both PI max and PE max were measured at least three times, and the highest result was used for analysis. The testing error was required to be less than 20% and the interval between two consequent measurements was no less than 30 seconds. The lower limit of normal value for PI max was 60 cmH 2 O.
exercise capacity
Exercise capacity was evaluated using the 6-minute walk test (6MWT) and a maximal exercise test. The 6MWT was performed for 30 m on a flat surface. 19 Oxyhemoglobin saturation and HR were monitored by pulse oximetry. The largest values measured over 2 days were chosen for analysis. Oxygen saturation was maintained at more than 90% during testing in all subjects. The patients used the Borg scale to rate dyspnea at the end of the 6MWT.
The maximal exercise test was evaluated the next day after 6MWT. The maximal exercise test was measured during standard 5 W/minute or 10 W/minute incremental symptom-limited cycle ergometer testing protocol using a CPET machine (Quark-PFT Ergo, Cosmed). 20 The protocol included three stages comprising: a rest stage (5 minutes of warming-up with a zero workload); an exercise stage (according to the exercise capacity of each patient to ensure the rate of workload progression, using a ramp protocol to increase the workload, keeping at 55-65 rpm until maximal exertion); and a recovery stage (3-5 minutes of recovery at zero workload). The measured CPET parameters included oxygen uptake (VO 2 ), carbon dioxide output (VCO 2 ), respiratory exchange ratio (RER), SPO 2 , and HR, as well as ventilatory pattern parameters including minute ventilation (VE), respiratory frequency (Rf), and tidal volume (VT). These parameters were measured at the following time points: at rest before beginning exercise; at the end of warm-up stage; at the anaerobic threshold (AT); at the peak. The patients used the Borg scale to rate dyspnea every minute. Progressive incremental exercise testing was ended when the following situation was shown in the patients: chest pain suggestive of ischemia; SPO 2 #80% accompanied by symptoms and signs of severe hypoxemia; notable ischemic electrocardiogram changes and arrhythmia; fall in systolic pressure .20 mmHg from the highest value during the test; or hypertension (.250 mmHg systolic; .120 mmHg diastolic). 20 
Pulmonary function
Pulmonary function was measured using a spirometer (Pony FX229, Cosmed), which was calibrated daily, and in accordance with the ATS guidelines. 21 22 Dyspnea, quality of life, and depression and anxiety
The severity of dyspnea was evaluated using the mMRC and the CAT. 23, 24 Quality of life was evaluated using the SGRQ. 25 Depression and anxiety were evaluated using the Hospital Anxiety and Depression Scale (HADS), which includes 14 questions (seven for depression and seven for anxiety). 26 All questionnaires were administered by an experienced investigator.
nutritional status
Nutritional status was measured using the BMI (calculated as body mass/height 2 ) and FFMI (calculated as fat-free mass/ height 2 ). FFMI was measured twice by multifrequency and 8-spot electrodes, and the average value was chosen for analysis. We defined a low FFMI as being #16 kg/m 2 in men and #15 kg/m 2 in women.
27,28

Statistical analysis
An intention-to-treat protocol was used for data analysis.
For the primary analyses, we used the last observation carried forward (LOCF) imputation method for data of the drop-outs. The statistical analyses were performed using Statistical Package for the Social Sciences version 19.0 software (IBM Corporation, Armonk, NY, USA). Patient characteristics at baseline, shown in Table 1 , were presented as mean ± SD. The values in other tables and figures were described as mean ± SE. The baseline differences between groups were compared using one-way analysis of variance (ANOVA). Based on general linear models, we used analysis of covariance models (ANCOVA) to analyze the difference of primary and secondary outcomes (after minus before intervention, shown as ∆), adjusting the models with least-significant difference (LSD) correction for the baseline score. We used a repeated measures ANOVA to compare the changes of ventilatory pattern parameters and Borg scores measured during CPET between groups as shown in Figure 1 . Subgroup analyses were also performed using ANCOVA with LSD adjustment. A P-value ,0.05 was considered statistically significant. We performed a sensitivity analysis with the same result. 
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Results
Of the 81 patients initially included in the study, not all completed the whole training program. The number of dropouts was similar in the three training groups. Dropouts were due to: lost to follow-up (one from each group), refusal to continue the intervention (one from each group), and worsening of COPD (one each in the CET group and combined training group). Despite these dropouts, with an intention-to-treat analysis and the LOCF imputation method, our analysis accounted for all the 81 participants in this study coming from the control group (n=26), CET group (n=27), and the combined training group (n=28) (Figure 2 ). The baseline characteristics of the patients were comparable among the three groups, as summarized in Table 1 . For patients who remained throughout the study, all training sessions were completed as scheduled, and none of the daily training sessions was terminated due to patient discomfort, dyspnea, or abnormality of physiological parameters (monitored for patient safety during the exercise).
Effect of pulmonary rehabilitation on respiratory muscle strength
The CET group and the combined training group demonstrated a significant increase in PI max and PE max when compared with the control group (P,0.05). As shown in Table 2 , the differences in ∆PI max between the control group, CET group, and combined training group (-2.38±0.94 cmH 2 O, 1.32±0.91 cmH 2 O, and 5.20±0.89 cmH 2 O, respectively) were statistically significant (P,0.05). Table 2 also shows a significant increase in inspiratory muscle strength in the combined training group when compared with the other two groups. However, there was no significant differences in ∆PE max between the CET group and the combined training group (P.0.05). 
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Effects of pulmonary rehabilitation on exercise capacity
At baseline, there was no significant difference in exercise capacity between groups. After training, no significant changes of the exercise capacity indices were found in control group. There were significant increases from baseline in the 6MWT, VO 2max , VO 2max %pred, VO 2max /kg, AT, AT %pred and workload (all P,0.05) in both CET group and combined training group (Table 3) . However, the increases in these indicators did not differ between CET group and Abbreviations: CET, cycle ergometer training; IMT, inspiratory muscle training; AT, anaerobic threshold; VE, minute ventilation; Rf, respiratory frequency; VT, tidal volume; sPO 2 , pulse oxygen saturation; HR, heart rate; RER, respiratory exchange ratio; CPET, cardiopulmonary exercise testing.
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CeT + IMT -modest benefit compared with CET alone combined training group (P.0.05). At the end of 6-minute walking distance test and the measured time points of CPET, the Borg score demonstrated no significant changes in all groups after training. At baseline, there were no differences in VE, VT, Rf, RER, HR, and SPO 2 between groups. These parameters demonstrated no significant improvement after training in all groups (Table 3) . During CPET, there were no significant differences in these parameters at all time points, as shown in Figure 1 .
Effects of pulmonary rehabilitation on static pulmonary function
There were no changes in FVC, FVCpred, FEV 1 , FEV 1 pred, FEV 1 /FVC, and MVV (all P.0.05) from baseline in any of the groups after intervention (Table 2) . A significant increase in IC was found in both the CET group and the combined training group. However, there was no difference in ∆IC between CET group and combined training group after intervention (P.0.05). There were no significant differences with regard to BMI or BODE index between groups after training. The CET group and the combined training group demonstrated significant improvements in dyspnea, quality of life, FFMI, and depression and anxiety when compared with the control group (P,0.05). However, there were no significant differences in improvements in these parameters between the CET group and the combined training group after intervention (P.0.05).
Effects of the CET + IMT combination in patients with vs without respiratory muscle weakness
We performed a subgroup analysis in patients from the combined training group to determine the effect of combined training on patients with or without respiratory muscle weakness. Thus, we allocated the patients in the combined training group to two subgroups based on their respiratory muscle strength. The respiratory muscle weakness was defined as a PI max ,60 cmH 2 O. At baseline, when subgroup analysis was performed in the combined training group, there were no significant differences in PE max , exercise capacity, static pulmonary function, dyspnea, quality of life, depression and anxiety, or nutritional status between patients with and without respiratory muscle weakness. However, these parameters also demonstrated no significant differences between the two subgroups after training (P.0.05; Table 4 ). There was no significant differences in ∆PI max between the two subgroups after training (P.0.05; Table 4 ).
Effects of pulmonary rehabilitation in patients with vs without malnutrition
At baseline, malnutrition was defined as FFMI #16 kg/m 2 in men and #15 kg/m 2 in women. A post hoc analysis on effects of pulmonary rehabilitation in patients with versus without malnutrition was performed, pooling subjects from the CET group and combined training group (n=55, 7 females and 48 males) and reallocating them as subjects with normal nutrition or with malnutrition. There were no significant differences of improvements in respiratory muscle strength, exercise capacity, static pulmonary function, dyspnea, quality of life, depression and anxiety or BMI between two subgroups both before and after training (P.0.05; Table 5 ). 
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The ∆FFMI demonstrated no significant differences between patients with normal nutrition and malnutrition after training (P.0.05; Table 5 ).
Discussion
The present study demonstrated a significantly greater improvement in inspiratory muscle strength, but not in other measurements including exercise capacity, IC, dyspnea, quality of life, nutritional status, and depression and anxiety, as achieved by CET + IMT compared with CET alone. Furthermore, combined training did not confer an additional benefit in COPD patients with inspiratory muscle weakness when compared with CET alone. While pulmonary rehabilitation could lead to significant improvement in nutritional status of COPD patients, nutritional status did not appear to affect the effects of pulmonary rehabilitation.
Exercise training was shown to improve respiratory muscle strength, exercise capacity, IC, and quality of life, and also relieve dyspnea. 29, 30 Lower limb training represents one of the best available means of exercise training. 4 However, the training effects in some cases are typically modest, given that a few COPD patients have to stop training or lower their training intensity because of dyspnea during exercise. 5, 31 Therefore, greater pulmonary rehabilitation effects could potentially be achieved should the severity of dyspnea be reduced. IMT can improve the strength and endurance of the respiratory muscles and decrease dyspnea in COPD patients during their training. 5 However, our study did not indicate that the addition of IMT enhanced the training effect. The reason could be explained by the fact that IMT did not reduce exercise-related dyspnea as indicated by Larson et al, even though it increased strength of the inspiratory muscles. 10 Wanke et al demonstrated that a combination of CET and IMT could significantly improve inspiratory muscle performance, maximal oxygen uptake, and peak ventilatory pattern when compared with CET alone after 8 weeks of training. 11 Our findings were inconsistent with those results. Notes: Data are presented as mean ± SE unless otherwise stated; ∆, difference (after minus before intervention); P-value results of analysis of covariance comparison of the differences between groups; a P,0.05 vs control group. Abbreviations: CET, cycle ergometer training; CPET, cardiopulmonary exercise testing; 6MWD, 6-minute walking distance; VE, minute ventilation; Rf, respiratory frequency; VT, tidal volume; RER, respiratory exchange ratio; SPO 2 , pulse oxygen saturation; HR, heart rate; VO 2max , maximal oxygen consumption; %pred, percent predicted; AT, anaerobic threshold.
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Wang et al Possible reasons for the inconsistent findings across previous studies and ours could be explained by several aspects. First, the respiratory muscle exercise used in the study by Wanke et al included endurance and strength exercises, while strength exercise alone was included in our study. Second, in the study by Wanke et al, respiratory muscle exercise consisted of high-intensity pressure loads during exercise, which was performed four times a week. For strength training, their patients had to maintain pressure of at least 80% PI max in each set. For endurance training, the pressure was 70% PI max . Strength training was performed first, and followed by endurance training after at least 10 minutes. In contrast, our study design drew from 2013 ATS/ERS statement on pulmonary rehabilitation, whereby IMT was performed at a load of 30% PI max for each patient at the start of training, which was progressively increased if tolerated. 4 This exercise intensity had been able to benefit both the respiratory muscle strength and endurance. Therefore, we speculated that whether high-intensity IMT as an adjunct to whole-body exercise training may confer additional benefits in pulmonary rehabilitation needs to be validated by further studies.
Dynamic hyperinflation was common in patients with COPD and changes in IC were used in assessing the level of dynamic hyperinflation. 32, 33 The present study showed that exercise training could increase IC and improve dynamic hyperinflation. However, we found that the addition of IMT did not offer additional effects in terms of IC. The reason could be that the increased respiratory muscle strength still may not effectively improve the abnormal position of diaphragm due to the long-term dynamic hyperinflation.
COPD is known as a chronic systemic inflammatory disease which could lead to severe respiratory symptoms and meanwhile a series of extrapulmonary manifestations, including peripheral skeletal muscle weakness or atrophy, osteoporosis, malnutrition, and depression. As the firstline non-medication treatment, the effects of pulmonary rehabilitation should be evaluated comprehensively. Most 
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CeT + IMT -modest benefit compared with CET alone of the current studies on pulmonary rehabilitation focus on individual aspects of treatment effects, such as symptoms, exercise performance, or quality of life. In a study by Nikoletou et al, it was highlighted that multiple tests could provide a more comprehensive assessment of muscle functions. 34 However, those authors evaluated the effects of IMT alone, without comparison to other rehabilitation programs. The sniff inspiratory nasal pressure, a new and main inspiratory muscle test used in that study, was positively correlated with PI max , and was no better than PI max in evaluating respiratory muscle function. In another study, Beaumont et al also attempted to demonstrate the effectiveness of IMT on dyspnea using the Borg scale and multidimensional dyspnea profile questionnaire. 35 However, in terms of symptom evaluation, they assessed only dyspnea but not other common symptoms in COPD like fatigue, cough, weakness, sleeplessness, and psychological distress. In the present study, several tools (mMRC, CAT, SGRQ, and RPE) were employed for assessment of symptoms. We used PI max for assessing respiratory muscle function, incremental cycle ergometer tests for assessing exercise performance, HADS for assessing depression and anxiety, and FFMI and BMI for assessing nutritional status. These efforts were exerted for a comprehensive approach to evaluate the outcomes of pulmonary rehabilitation. We speculated all these measurements, which were rarely used simultaneously in similar studies on this topic, would add to the reliability of our findings.
Reduced inspiratory muscle strength is one of the factors leading to hypoxemia, hypercapnia, dyspnea, and decreased exercise tolerance. 36 In patients with COPD, inspiratory muscle dysfunction, along with an impaired length-tension relationship, is one of the main contributors to decreased inspiratory muscle strength. 12, [37] [38] [39] [40] A study reported by Petrovic et al found that IMT improves performance, exercise capacity, and dyspnea, and increases the inspiratory fraction, which is a prognostic factor in patients with COPD. 41 A meta-analysis that included 32 randomized controlled trials reporting the effects of IMT in patients with COPD also found that IMT improves inspiratory muscle strength and endurance, functional exercise capacity, dyspnea, and quality of life. 8 However, the randomized study by Beaumont et al also concluded that IMT, when used as an adjunct to a 3-week standardized rehabilitation program, was not associated with a significant improvement in either dyspnea or functional parameters in patients with COPD and a PI max .60 cmH 2 O. 35 Although the 2013 ATS/ERS statement on pulmonary rehabilitation indicates that combined exercise may bring additional benefits in COPD patients with respiratory muscle weakness, 4 the results of the present study showed that IMT may not be useful when combined with CET in this subset of patients. This finding could be explained by the fact that high-intensity lower limb training protocol, used in our study, increased muscle strength and endurance directly and improved respiratory muscle function at the same time. In our subjects, the increased oxygen consumption during exercise caused increased activity of the diaphragm and other accessory respiratory muscles. Furthermore, the intensity of the exercise load met the requirements for pulmonary rehabilitation exercise. 33 A recent study by Chun et al provides strong evidence to support this view. 42 They used fluoroscopy-guided chest radiography to assess improvements in diaphragmatic movement before and after pulmonary rehabilitation in 117 patients with COPD, and found significantly improved diaphragmatic movement in both lungs after pulmonary rehabilitation. Therefore, in patients with COPD and respiratory muscle weakness, exercise of the lower limbs improves respiratory muscle function. It is difficult to produce further benefits of exercise in pulmonary rehabilitation by adding IMT.
In this study, BMI and FFMI were used to evaluate the changes of nutritional status before and after pulmonary rehabilitation. Our results showed no significant change in BMI after pulmonary rehabilitation, which was consistent with the previous studies. But we also found a great improvement in FFMI. Our previous studies had shown that FFMI was better than BMI in reflecting the nutritional status of patients with COPD. 27 When patients undergo high-intensity exercise, the body fat was combusted as major energy. Along with the training, the weight of fat may decrease and muscle mass increase. Although there may not be a significant change in BMI after pulmonary rehabilitation, the proportion of fatfree mass could be increasing. Therefore, we speculated that pulmonary rehabilitation training could improve the nutritional status of COPD patients. In addition, our results also showed that there was no significant difference in exercise tolerance and other indicators between patients with and without malnutrition after pulmonary rehabilitation exercise, suggesting that nutritional status may have little impact on rehabilitation training. However, due to the small number of patients with malnutrition included in this study, this could not be conclusive, thus further studies are needed.
One major limitation of our study was the small number of patients with respiratory muscle weakness. Given that only 20%-50% of patients with COPD have respiratory muscle weakness, as reported in previous studies, 5 it should not be surprising that there were fewer patients with weakened inspiratory muscle strength than those with normal measurement in the present study. Another limitation is the small number of female patients in training. Further trials should expand the sample of female patients to explore the effect of combined training. Despite these, when compared with previous studies, we included more patients participating in training and used newer indicators to comprehensively evaluate the effects of pulmonary rehabilitation. Even though our results revealed that combined CET and IMT did not confer additional effects, we nevertheless provided evidence about the value of IMT combined with general exercise training. Meanwhile, the present study also offered a basis for the comprehensive assessment of pulmonary rehabilitation by using multiple indicators. Besides, the effects of pulmonary rehabilitation compared in patients with different inspiratory muscle strengths and nutritional status would guide physicians in working-up individualized pulmonary rehabilitation programs.
Conclusion
The present study showed that combined training is more effective for increasing inspiratory muscle strength when compared with CET alone, but not for improving exercise performance, IC, dyspnea, depressive symptoms, and nutritional status. However, IMT may not be useful when combined with CET in patients with inspiratory muscle weakness. While COPD patients may experience significant improvements in nutritional status after pulmonary rehabilitation, nutritional status did not appear to have any impact on the outcomes of pulmonary rehabilitation. A comprehensive approach can be more objective to evaluate the effects of combined CET and IMT, and may be more meaningful for individualized pulmonary rehabilitation in the future.
